Objective: The aim of this study was to explore how 10-year-olds describe speech and communicative participation in children born with unilateral cleft lip and palate in their own words, whether they perceive signs of velopharyngeal insufficiency (VPI) and articulation errors of different degrees, and if so, which terminology they use.
The prepubertal period in an individual's life is sensitive and vulnerable; he or she relates more to the external environment and especially to peers (Ricciardelli and Mellor, 2012) . Friends constitute a form of ''social capital'' that is important for children's social adjustment and development (von Tetzchner, 2005) . The child begins to compare himself or herself with others, and in some ways peer groups are more important than the family (Hwang and Nilsson, 2011) . Peer acceptance has been shown to be of vital importance for the development of social communication abilities and it is also important for the sense of feeling socially included (Feragen et al., 2009) . Teasing and bullying, on the other hand, have been found to be strong predictors of poor psychological functioning in both the short-and long-term perspective and might cause depressive symptoms, general anxiety, fear, and loneliness (Hunt et al., 2006) .
Communication is an interactive act between sender and listener. This exchange may be disrupted if the participants are not able to understand each other, not an uncommon scenario for children with speech impairments (Frederickson et al., 2006; McCormack et al., 2010) . The speech of children with communication disorders has also been found to influence listeners' perceptions of the speakers' nonspeech characteristics. Studies of different types of speech impairment, such as dysarthric speech and stuttering, indicate that others draw negative inferences about the personality of the person speaking (Lass et al., 1991; Ruscello et al., 1992; Witt et al., 1997) .
Being born with a cleft lip and palate (CLP) might influence several areas for those affected. The challenges for a person born with a cleft may include a heavy treatment burden, dissatisfaction with appearance, and hearing and speech impairments. As a result, persons with a facial difference and/or speech impairment risk becoming socially disadvantaged (Hunt et al., 2006; Feragen et al., 2009; Stock et al., 2014) . Teachers have tended to assess children with clefts less favorably; for example, children's intelligence has been underestimated (Richman, 1978) , and children with speech-sound disorders have been associated with behavioral problems and inferior school performance (Overby et al., 2007) . Blood and Hyman (1977) investigated how children with hypernasal speech were perceived by peers, using audio samples of four girls assessed as having normal to severe hypernasality. The children answered five questions, for example, ''Did you like the person talking?'' and ''Would you like to talk like this person?'' They found that kindergartners and first and second graders responded more negatively to the voice samples as the hypernasality increased, although the younger children tended to be more tolerant. The same findings was observed by Watterson et al. (2013) , where children aged 8 to 11 years rated hypernasality on a three-point response scale and made five social acceptance ratings for each speaker.
Facial cleft usually involves the lip, alveolus, and/or palate and has an incidence of approximately 2/1000 live births (Hagberg et al., 1997; Mossey, 2007) . Palatal repair is mostly performed at about 12 months of age, with different surgical protocols in practice . The goal of palatal surgery is to provide sufficient closure between the oral and nasal cavities, which is a prerequisite for normal speech development.
A person born with cleft palate risks growing up with the consequences of velopharyngeal insufficiency (VPI) and articulation difficulties, sometimes affecting intelligibility. VPI is characterized by speech symptoms such as hypernasality, audible nasal air leakage, and weak pressure consonants. Articulation difficulties most frequently affect consonants normally articulated in the anterior part of the mouth; they are instead articulated in a palatal, velar, pharyngeal, or glottal position. Also /s/-articulation could be affected, for example, interdental or lateral /s/ production. Some individuals require further surgery to achieve acceptable speech.
Although speech often improves with age (Park et al., 2000; Lohmander et al., 2006; Havstam et al., 2011; Lohmander et al., 2012; Nyberg et al., 2014 ) several studies have reported persistent speech difficulties at 10 to 12 years of age. Sell et al. (2001) investigated 12-year-olds (n ¼ 212) and found that 19% had speech that was different enough to provoke comment. Two studies of speech at 10 years of age in children born with a unilateral cleft lip and palate (UCLP) reported poorer results related to hypernasality and to articulation; between 34% and 46% had impaired speech (Brunneg˚ard and Lohmander, 2007; Hortis-Dzierzbicka et al., 2012) .
Specialized speech and language pathologists (SLPs) are skilled in detecting and analyzing speech variables that are vulnerable in cleft palate speech. Speech assessments are conducted with detailed transcriptions and judgments of speech variables according to well-defined scales (Lohmander et al., 2005) . In studies performed so far, one important question has been investigated, that is, whether an individual's satisfaction with speech agrees with speech assessments made by trained SLPs. The answer is that they do not correlate (Semb et al., 2005; Havstam et al., 2008) . The majority of the children rated their satisfaction with speech comparably high. Havstam et al. (2011) investigated communication attitudes in 10-year-olds with CLP using the Swedish version of the Communication Attitude Test (CAT-S). In addition, environmental factors were assessed via parent questionnaires. The data were compared with speech assessments made by experienced listeners. The children with a cleft scored significantly higher on the CAT-S compared with reference data, indicating a more negative attitude to speech but with large individual variations. The children's attitudes were significantly correlated to the parents' satisfaction with speech and with the assessments made by experts. Although there was a relationship between speech and communication attitudes, not all children with impaired speech developed negative communication attitudes. Van Lierde et al. (2012) concluded that, despite the fact that 35% of the children with clefts reported that they often/very often have to repeat a verbal message due to reduced speech intelligibility, 91% were satisfied with their speech. It can be speculated, however, that when the patients receive a questionnaire from the team that provided their care, they might answer with polite gratitude (Semb et al., 2005) . Other studies suggest that ratings made by professionals do not reflect the attitudes of the community (Dagenais et al, 2006) . Concern has been voiced that SLPs, specializing in cleft palate speech, have been ''overtrained'' in noting slight speech impairments that are insignificant for the affected individuals (Britton et al., 2014) . One crucial question is whether peers notice all the speech characteristics that SLPs do and whether some variables are more important for the way peers perceive speech.
The International Classification of Functioning, Disability and Health (ICF) was introduced by the World Health Organization in 2001 as a framework for describing human functioning and disability. The children and youth version (ICF-CY; World Health Organization, 2007) was derived from the ICF to specifically cover the ages from birth to 17 years, taking the changing nature of children's health and development into account (McCormack et al., 2010) . The ICF-CY focuses on the impact of the disorder and encourages clinicians to go beyond treatment and outcome perspectives, to include the children's environment, and to identify the potential barriers or facilitators in their social context (Havstam and Lohmander, 2011; Neumann and Romonath, 2012) .
Previous speech assessments in cleft care have mainly focused on body functions and outcomes in relation to surgical methods and surgical timing. To widen the perspective in the area of craniofacial research, qualitative methods are becoming more frequent. Using qualitative analysis, the research findings are complemented with patient-focused information that may encourage the cleft care teams to revise and improve their treatment methods and to bridge the gap between research and practice and find the best methods for therapy (Nelson, 2009; Havstam and Lohmander, 2011; Sharif et al., 2013) . Focus groups offer considerable potential for discovering how young people think about different issues in their environment (Krueger and Casey, 2009 ). The purpose of conducting a focus group is to listen, gather information, and explore views. Youth focus groups have been engaged in formulating questions for research and questionnaires (Peterson-Sweeney, 2005) . Interaction is the key to a successful outcome from a focus group, with the implication that a preexisting group sometimes interacts best for research purposes (Gill et al., 2008) . Content analysis is one of several qualitative methods, often used when the data collection is based on interviews, especially if the study deals with an unknown topic. Content analysis is recommended for interpreting data from focus groups (Elo and Kyng¨as, 2008) .
Research on children's perceptions of various communication disorders indicates that children generally have negative attitudes toward speakers with speech impairments (Blood and Hyman, 1977; Watterson et al., 2013) . In most studies of listeners' perceptions and attitudes, researchers have applied semantic, bipolar scales with adjective pairs or predetermined statements for the listener to consider. No opportunity has been given for the listeners to describe what they hear in their own words and express how they perceive the speech (Blood and Hyman, 1977; Ruscello et al., 1992; Lallh and Putnam-Rochet, 2000) . The aim of the present study was to explore how 10-year-olds describe speech and communicative participation in children born with UCLP in their own words. In addition, the aim was specifically to investigate whether they perceive signs of VPI and articulation errors of different degrees assessed by SLPs and, if so, which terminology they use.
METHOD Participants
Nineteen 10-year-olds, 11 girls and eight boys, participated in focus group interviews. All the children knew each other, as they were in the same school class. The school represented a wide range of socioeconomic backgrounds (SIRIS, 2013) . The participating school class contained no child with a speech disorder at the time of the investigation. The parents and children signed informed consent to participate in the interviews. The parents also answered a questionnaire with four questions about their child's development, hearing, and previous contact with SLPs or special teachers for speech, as well as whether the child had experience of a person with any kind of speech impairment, for example, sibling, neighbor, or grandparent. The purpose of the last question was to explore whether the child had discussed speech difficulties with their relatives. None of the children had a hearing disorder or was participating in ongoing speech training. No one had recently talked about speech difficulties in their family. The parents were kindly instructed not to inform their children about the purpose of the study. The children were randomly assigned to three focus groups by the moderator. Group A comprised six children, group B seven children, and group C six children. This is in accordance with recommendations of five to eight participants in focus groups for most noncommercial topics (Krueger and Casey, 2009 ) and for focus groups involving school-age children (Heary and Hennessy, 2002; Peterson-Sweeney, 2005) . All children in the class accepted the invitation to participate and were divided into three groups with adequate numbers. The first group also served as a pilot group to test the methodology. Consequently, the number of audio clips was adjusted for the last two groups.
Procedure
The interviews were carried out by a moderator team in order to include a second set of eyes and ears to increase the total accumulation of information and the validity of the analysis as well as to make it easier for the moderator to concentrate on leading the discussions (Krueger and Casey, 2009 ). The primary moderator (the first author) led the discussions and an assistant moderator handled the recording equipment and took notes during the conversation. Both moderators were SLPs. The second moderator was not involved in analyzing the discussions. Each focus group met for approximately 1 hour in a conference room at the children's school. All meetings were held on two consecutive days. The location was furnished with chairs around a round table to facilitate eye contact and discussion among the children. We used two separate recording units with microphones placed on the table: H4nex Handy recorder (ZOOM Corporation, Tokyo, Japan) and microphone NT4 (Rode, Sydney, Australia) to ensure good sound quality and provide backup in the event of technical failure. The position and purpose of the microphones were explained to the children before the recording started. In order to create a good conversational atmosphere, the focus groups started with small talk about voice: Have you thought about how we sound when we speak? Do you recognize someone by his or her voice? The children could give examples, for example, there could be different dialects, languages, speed, and loudness and that the voice gives you information about a person's mood. The information, which had been given to the children regarding the background to the speech examples, was sparse. The task was explained to them by the primary moderator; they were going to listen to 10 to 12 audio clips with different voices and then describe what they heard. Each audio clip was repeated twice, and there was discussion between the repetitions. The moderator presented examples of the sentences as an introduction to the task before the audio clips were introduced in order to familiarize the children with the speech samples. The primary moderator emphasized that there were no right or wrong answers, that all opinions were accepted, and that all responses would be confidential. A semistructured interview guide consisting of open-ended questions to help to define and deepen the area to be explored (Kvale and Brinkmann, 2010) , was used-for example, ''What did you hear? Could you describe it? Did you understand?''-with follow-up questions. The primary moderator was otherwise quiet or confirmed the children's statements by vocalizing approval using ''mmm'' nodding, or repeating their statements.
Materials
The speech of 10-year-old children born with a UCLP had previously been recorded and assessed according to a standardized procedure by specialized SLPs (Nyberg et al., 2014) . The children on the speech samples repeated standardized sentences and/or counted from 1 to 20.
The speech variables of hyper-and hyponasality and weak pressure consonants were rated on five-point ordinal scales in which the numbers 0 to 4 represent different degrees of deviation: 0 ¼ normal speech, 1 ¼ slight deviation, 2 ¼ mild deviation, 3 ¼ moderate deviation, and 4 ¼ severe deviation.
The variables of retracted oral articulation, glottal articulation, nasal/pharyngeal fricatives, and audible nasal air leakage were also rated on five-point ordinal scales. The different scale points represent frequency of occurrence: 0 ¼ no occurrence, 1 ¼ single occurrences, 2 ¼ some occurrences, 3 ¼ frequently occurring, and 4 ¼ occurs always or almost always. These scales are standardized and used by all Swedish cleft palate teams (Lohmander et al., 2005) .
The variable of velopharyngeal function was assessed on a four-point scale. The four-point scale values were 0 ¼ normal, 1 ¼ mildly incompetent/deviant, 2 ¼ moderately incompetent/deviant, and 3 ¼ severely incompetent/deviant.
In addition, general impression of speech was rated using the same four-point scale. With this variable, the listener could, in addition to deviations typical of cleft palate speech, include other variables, such as ''voice quality'' and ''distorted s-sounds.''
On the basis of these assessments, 10 to 12 speech samples, including different types of cleft speech characteristics with a varied occurrence of speech deviations, were selected by the two moderators for listening in the focus groups. Speech samples assessed as normal speech were also included. The results of the previous ratings by the specialized SLPs are presented in Table 1 .
Audio clips 7 and 10 were excluded in groups B and C due to poor sound quality, which made the children in group A describe these facts more than the voice.
Data Analysis
Conventional qualitative content analysis (Patton, 2002; Hsieh and Shannon, 2005; Krippendorff, 2013) was used in the present study to structure, condense, and interpret the interview data. The interviews were transcribed verbatim in Microsoft Word (Version 14.5.5, Microsoft Corp., Redmond, WA) by the first author. The analysis involved immersion in the data, that is, repeated readings of the transcripts to identify and select the units of analysis (Patton, 2002) . The process comprised open coding, creating categories, and abstraction. During the open-coding phase, notes and headings of the first impressions and thoughts were written down in order to describe every aspect of the content. The headings were then transferred to coding sheets to generate categories (Graneheim and Lundman, 2004; Elo and Kyng¨as, 2008) . Definitions for each category were formulated, and examples of statements for each code/category were identified.
The first author read the transcripts several times. In addition, the second author read the interviews to familiarize herself with the material. After starting the analysis procedure, the researchers met, compared parts of the coding, and discussed suitable category labels. The subcategories, categories, and themes were continuously discussed and reconsidered to identify recurring patterns and final labeling. During this process, the authors compared their data analyses and adjusted categories accordingly to ensure trustworthiness.
Ethical approval was given by the Ethical Regional Committee in Stockholm. Written informed consent was obtained from all the participating children and both their caregivers. Participants were informed of confidentiality and the right to withdraw their participation at any time.
RESULTS
The analysis resulted in three interlinked categories (Table 2) emerging from the participants' reflections and descriptions. The three categories encompassed different aspects of speech, personality, and social implications: descriptions of speech, thoughts on causes and consequences, and emotional reactions and associations. The first category, description of speech, had four subcategories: (1) difficulties with pronunciation;
(2) blocked nose; (3) hoarse voice and foreign accent; and (4) unclear, fast, or loud speech. The second category, thoughts on causes and consequences, mostly related to why the children were speaking in this manner and what this could lead to. This category had four subcategories: (1) possible reasons for speech sounding strange, (2) a source of misunderstanding, (3) misperception of one's own speech, and (4) teasing/bullying and resilience/coping. The third category, emotional reactions and associations, covered feelings and reactions in the affected individual as well as feelings and reactions in the environment and among peers. Four subcategories were identified: (1) speaking in school or society, (2) descriptions of the speaker's personal traits, (3) reactions from peers, and (4) comparisons with others or myself. Descriptions of the findings are presented in each subcategory. After the quotes, the focus group referred to is presented (A/B/C). The figure after the slash (/) refers to the number of the audio clip. The reported quotes illustrate various ways of describ-ing the categories and subcategories. The most representative statements were chosen to present a clear picture of peer perception and ideas about speech.
Descriptions of Speech

Difficulties With Pronunciation
The participants identified the same articulation impairments that the SLPs had described; in particular, they detected difficulties with dental articulation and described the repositioning dental to velar and distorted /s/ articulation as follows. ''He can't speak'' (A/1). ''It sounded very different'' (C/1). ''It sounds as if he has folded up his tongue when he speaks'' (B/8). ''You can hear that he has difficulties with letters, where you use your tongue'' (B/8). ''T becomes K-like 'ten' was pronounced like 'ken''' (A/8, C/3). ''He also had problems with /l/ and /r/'' (A/8).
The children were sensitive to deviations in the /s/ articulation and heard both slight/mild interdental production and lateral articulation: ''He is lisping; it was /s/'' (3/9); ''He is lisping a lot'' (3/9); and ''Hard to say /s/ -it became like 'she''' (A/12, C/12).
When the participants commented on speech assessed as normal, they referred to themselves: ''It sounds a bit cocky to say that she talks like we do'' (A/9); ''She was very distinct, she talked normally'' (B/4); ''It sounded completely normal'' (A/4); and ''She must have rehearsed'' (C/9).
Blocked Nose
The children explained nasality and nasal air leakage in terms of having a cold. Hypernasality was often described with hyponasal terminology: ''Kind of stuffy nose'' (B/1); ''I think he sounded snotty (as if he had a runny nose)-and then I mean-really snotty'' (C/2); ''It sounds like he is blowing his nose'' (B/5); and ''It is 1  2  3  1  3  0  2  2  ABC  2  4  0  3  0  0  3  2  ABC  3  0  0  0  3  0  0  2  ABC  4  0  0  0  0  0  0  0  ABC  5  3  4  2  0  2  2  2  ABC  6  2  3  1  0  0  1  2  ABC  7  2 like he is holding his nose and talking at the same time'' (C/1). Hyponasality was also described in terms of having a blocked nose: ''He had a blocked nose-you could hear that when he was counting'' (A/11).
A few remarks about some phonemes or speech sounds were made, presumably when the children heard nasal air leakage: ''I thought it was something with /p/it was almost was like an /f/'' (A/10); and ''When he said /p/ it sounded weird; there was something about the /p/'' (A/11).
Voice Quality and Foreign Accent
Comments about the voice, foreign accent, dialect, and other speech characteristics were made: ''He sounded dark and wheezy'' (B/6); ''He was hoarse and sounded a bit out of breath. He was stressed'' (C/6); ''This person hasn't been living in Sweden all the time or doesn't speak Swedish at home'' (B/11); ''It was like another dialect, perhaps from another country'' (C/11); and ''I am used to different dialects; this person has one'' (A/11).
Unclear, Fast, or Loud Speech
Descriptions of unclear speech and the impact of speech rate varied: ''She talked sort of in her mouth; you couldn't hear the words'' (A/2); ''Murmuring, you just heard murmuring'' (C/2); ''It might be hard for people when she articulates-and mumbles all the time'' (C/2); ''Like having a potato in her mouth'' (B/7); ''Speaks like a person whose tongue is hanging out'' (B/5); ''Too quick and sloppy. Would be better if he slowed down'' (A/6); and ''This sounds old-fashioned. When she was counting, we knew what she was going to say-then it was easier to catch'' (A/3). The following remarks were made on having a loud voice: ''He speaks very loudly, probably to be able to sound clearer/more distinct'' (B/ 5); ''Others will perhaps perceive him as annoying, in school and not so smart at the library''(C/5); and ''Very much ego'' (A/5).
Thoughts on Causes and Consequences
Possible Reasons for Speech Sounding Strange
The children speculated about the causes of the speech sounding strange. They had theories about diseases of different kinds: ''It was like a sick or tired person-could hardly speak. He sounded ill-very fussy/blurred. It sounds like some sort of disease, where you sit in a wheelchair. People with Down's syndrome speak differently. There is something in the body that causes that'' (B/3); and ''I think that all the children have difficulties with the speech or have some sort of disease. . .Well, I don't think that all of them have a disease, but there is something wrong with some of them'' (B/12). Surgical intervention was also suggested as an explanation: ''She has probably had an operation on her tongue, she sounds a bit weird'' (C/1); and ''If only you could tighten the teeth a little'' (C/9).
Accuracy of Speech Samples
Thoughts and reflections on the accuracy of the speech samples were expressed: ''You are not supposed to speak like this when you are 10 years old. Are they for real? Are they just pretending? No, it's for real!'' (B/ 5); ''Well, I think he is kidding. . .he does not speak like that!'' (C/5); and ''I have a question-is it common that children, about our age, have difficulties with /t/ and so on?'' (A/3).
A Source of Misunderstanding
Speculations about different scenarios where there can be misunderstandings were frequent:
''I think that this could lead to a lot of misunderstanding, a lot of . . . If she is going to answer a question in the classroom, the teacher thinks that she says . . .'' (A/3); ''Troublesome, because you have to repeat yourself very often, not many understand'' (B/1); ''When you speak on the phone. . . you just don't understand''(B/5); ''What, what-what did you say . . .? Hard to hear, risk for misunderstanding'' (A/2). ''What if the person speaks about something serious and we believe it's something else and laugh?'' (B/2).
Perception of One's Own Speech
The participants expressed theories about the possibility that the speakers were not fully aware of the way they talked: ''Perhaps you hear differently; it sounds as if you are speaking properly/correctly'' (A/1); ''When you hear your own voice, you think-this is me, and I sound normal to me. But when someone else listens to you, this is not the case. But you think you sound like the others'' (C/6); ''I don't think that they are aware of speaking differently . . . I think his brain, his ears-they don't connect; he thinks he speaks like us-that we speak as he does'' (A/2); and ''It's normal to that person'' (C/2).
Teasing and Bullying
Discussions and remarks about how children with speech impairment are treated were intense:
''You shouldn't tease them because of their speech'' (A/2); ''There is this guy here in school-he is alone all the time at playtime; he might be a little sissy. I think he is heavily teased'' (B/10); ''Bullied, they might be bullied'' (A/1); ''He might be teased, but perhaps he has friends. . . when they are having a hard time, friends can be helpful'' (B/8); and ''Older people might tease him and quibble over speech errors'' (B/5).
Resilience and Coping
The way people with different speech might feel and the best way to behave around them were discussed: ''I think he wants to be treated as normal. I mean he probably is-but I mean like I or any child is treated'' (B/8); ''You could be different-most people are ordinary . . . I mean, if you like to swim you don't need a special voice'' (C/1); ''It's good that we have people who don't speak, so that we know that they exist'' (C/3); and ''I feel sorry for them, but I think it's good that they try to develop their language, sort of'' (C/2).
Emotional Reactions and Associations
Speaking in School and Society
The school situation and reactions in the classroom are exemplified: ''It can be hard during lessons when you have to present something. And also to learn English or another language could be harder when you are not even able to speak proper Swedish'' (C/12; ''The first day at school, when you are new'' (C/6); ''Difficult to speak in front of the class'' (C/2); ''We work in groups. In our class, we have decided not to make grimaces when someone is placed in your group. But I can imagine that there could be grimaces when this person is going to be in your group. If you are going to present, it can be really hard'' (B/12); ''Hard at school for all of them'' (A/3); and ''When they are talking, someone might stand up and laugh a lot'' (B/6). Moreover, experiences of meeting new people were speculated on: ''Difficult in new situations, if you enter a conversation and people don't know that you speak differently'' (B/ 5); and ''Or if you meet someone on the bus or happen to run into someone by accident-and then you say excuse me. That must be hard or . . .'' (B/5).
Personal Traits
The children had various descriptions about the speakers' probable personal traits. Many individuals on the audio clips were described as sounding childish: ''This sounds like a baby'' (A/10); ''This person sounds younger than it is, perhaps. . .'' (B/4); ''She sounded as if she was five years old'' (C/2); and ''As if she is learning to talk'' (C/3). Loudness was associated with boldness: ''She sounds very cocky. Likes to decide . . . not afraid'' (A/10), whereas other individuals were thought to be more reserved: ''A bit shy, wants to be alone during the breaks'' (B/9); ''Kind, but withdrawn'' (B/6); ''She sounded sad, not happy'' (A/2); ''Shy, you don't dare to speak'' (C/4); and ''When you are shy, you sound younger, like six years although you are 10'' (C/4). There were also children who expressed thoughts about the person's feelings as a consequence of their speech: ''You might feel ashamed and that might cause thoughts about what others say or think about you'' (B/1). Some also thought they might develop a more understanding nature because of their own speech problem: ''Kind and caring. You are an understanding person. Then you are calm'' (C/11) and ''More kind to others than they are to him'' (B/8).
Reactions From Peers
Some children in the focus groups laughed when they heard ''strange speech'' on the audio clips and were told off by the other children: ''But what if you spoke like that . . . you wouldn't like people laughing!'' (A/8); ''No one laughs!'' (B/1); ''You feel mean, when you laugh'' (B/3); ''Poor them; people might think they are bad'' (C/ 3); and ''It's sad'' (A/12). Some children thought that if you become friends with someone with impaired speech, you might get used to their speech and you meet a person with impaired speech with more understanding: ''For her friends, it's perhaps not as odd; I mean you get used to a voice'' (C/3); and ''Somebody not used to it, might laugh . . . and a lot'' (B/5). But they also thought there was a risk of social exclusion: ''You think of how this person might have been treated in school . . . sort of rejected by the group, not in the gang'' (B/2).
Comparisons With Others/Myself
Some of the children had met a person with different speech and knew they had had a hard time: ''I know that it's very tough, because my brother speaks differently'' (C/3); ''I know this guy, really good at table-tennis. But he speaks like this. Poor guy, it might even be that people think he is bad'' (A/3); ''I just remembered, my cousin sounds like that. He has been operated on, something that made it hard for him to speak . . . He still can't speak normally'' (B/1); and ''I think that it would be creepy . . . to speak like that'' (B/5). Some children were reminded of their own experience of earlier speech difficulties: ''When I was younger I had difficulties with /r/ and /s/'' (A/1); and ''When I was five years I had some speech problems'' (A/6). They were met by encouraging comments from their classmates: ''But then you really have developed and are good at it now!'' (A/ 6). When the children heard the samples classified as normal by the SLPs, they related them to themselves. They set the standard for normal: ''I think that person was speaking like us'' (A/4); and ''She talked like us'' (B/ 9, A/9).
Comparisons of Descriptions by Peers and Assessments Made by SLPs
When comparing the comments by peers and the assessments made by the SLPs, the results showed that peers were particularly sensitive to impaired articulation. They easily identified retracted oral articulation with only some occurrences (scale value 2). When the retracted articulation was more frequent (scale value 3 to 4), the children associated it with anatomical differences, having Down syndrome or being childish and learning to speak. Comments also related to a high risk of bullying and having a hard time in the classroom. Distorted s-sounds, for example, interdental or lateral production of /s/, occurring sometimes to almost always (scale value 2 to 4) made the children react with vivid imitations and verbal descriptions similar to the terminology used in the speech assessments. Moderate to severe hypernasality (scale value 3 to 4) was described in terms of having a cold, a blocked nose, or a snotty, runny nose. In particular, if the hypernasality was accompanied by frequent nasal air leakage (scale value 3 to 4), the children associated the person speaking with personality traits or moods such as being tired, ill, shy, or childish. The children described speech assessed as severely hypernasal (scale value 4) and with moderately weak pressure consonants (3) as sad and said that the child talking ran a high risk of being bullied and/or teased. These examples caused laughter and compassion. Peers did not comment on mild hypernasality or only some occurrences of nasal air leakage (rated as scale value 2 by SLPs). Children assessed as having ''normal'' speech (score of 0 on all variables) by the SLPs were related to as distinct and completely ordinary-''like us''.
DISCUSSION
''Ultimately, it is the degree to which speech sounds deviant to a na¨ıve listener that determines whether an individual's speech is a problem'' (Shuster, 1993) . Consequently, the aim of this study was to explore how 10-yearolds describe speech and probable communicative participation in children born with a cleft palate in their own words and to investigate whether they perceive signs of VPI and articulation errors of different degrees as assessed by SLPs. Speech appeared to be an important and engaging issue for the children in the focus groups, and they observed impairments relating to signs of both VPI and articulation but to differing degrees.
The children did not notice minor signs of VPI, but more pronounced signs were commented on, although not with the same precision as the articulation difficulties. Speech samples relating to hypernasality that were rated as a mild deviation (scale value 2) by SLPs were not noted by the children. When, however, the hypernasality was accompanied by frequently occurring audible nasal air leakage (scale value 3) or was rated as a severe deviation (scale value 4), the descriptions were more detailed, often involving the nose (e.g., snotty, blowing one's nose, or having a cold). These are also descriptions of hyponasality, which is the opposite of hypernasality, and a probable interpretation for using images and words for ''blocked nose'' and ''cold'' is that these are conditions the children can relate to and have experienced themselves. In other words, their descriptions imply that severe hypernasality is perceived but described in terms relevant to 10-year-olds. A clinical observation is that this is also common for parents of children with hypernasality; they confuse hyper-and hyponasality when they describe their children's speech. This is consistent with the findings of Brunneg˚ard et al. (2009) , who found that both hyper-and hyponasality were defined as ''talking through their nose'' by a group of untrained adults, where the listeners used the description for both variables. The children also associated signs of VPI with tiredness, shyness, or possible disease or anatomical deviations. Nasal air leakage was sometimes described as a change in articulation manner in that a /p/ sounded like an /f/.
Speech samples containing only the variables mild VPI and mild hypernasality were referred to as normal. These are the scale values where there is a low intrarater/interrater reliability among the specialized SLPs, and this is an indication that these minor deviations may be less relevant to assess from an ICF perspective in terms of participation or environment Lohmander, 2007, Sweeney, 2011) .
The children noted all the articulatory difficulties, and the terminology used for descriptions was expressive, creative, and in agreement with the ratings of the SLPs. Articulatory difficulties seemed easier to comprehend and relate to in a personal way in that some children told the group about having had such problems themselves. They also described possible consequences of the identified articulation disorders as a risk of misunderstanding what the speaker said, that it sounded childish, or that it indicated a medical condition involving sitting in a wheelchair, for example. This was the case in speech samples with a moderate to severe retracted oral articulation (dental consonants produced in a velar position). The children also noticed minor articulatory impairments like /s/ deviations and used terminology similar to that of the SLPs. The children described possible social consequences of articulation impairments with vivid imagination, especially when the affected individual met new persons, on a bus, for example, and had to speak. Peers also reflected on the risk of teasing and bullying and on how children with impaired speech might experience their situation. They expressed thoughts about the child being socially excluded.
The observed differences relating to signs of VPI compared with articulation impairments are in agreement with earlier findings on children's communication attitudes.
In an earlier study, it was found that articulation at five, seven, and 10 years of age had a statistically significant correlation with children's communication attitudes at 10 years of age, whereas the correlation with VPI was lower at all ages (Havstam et al., 2011) . Similar patterns were seen when answers to parent questionnaires were compared with assessments of articulation and VPI.
Earlier research also indicates that children with speech impairments and facial differences risk being underestimated by their teachers with regard to the children's intelligence (Millard and Richman, 2001) and that teachers view children born with a CLP as significantly more inhibited in the classroom compared with what their parents observe at home (Richman 1978) . The children in the present study described many of the examples on the audio clips as sounding childish. It can be speculated that children with speech impairments are met with lower expectations by teachers and peers in the classroom, which might have a negative impact on their achievements (Feragen et al., 2015) . It is possible to reflect on the consequences for the affected child and whether the impression of sadness and sounding childish could influence the individuals' own communicative attitude and perhaps their willingness to speak, thereby also affecting participation. Better education about the cause of the speech impairment, for example, signs of VPI, could perhaps help people in the children's environment to understand why speech is sometimes difficult to understand or sounds different.
The speech material consisted of sentence repetition in order to create similar content for all children with CLP and thus eliminate any impact of the content of their spontaneous speech. Sentence repetition has also been reported as a valid method for assessment in a more professional context, in clinical work, for example (Klint¨o et al., 2011) .
In order to obtain descriptions and reflections restricted and relevant to the speech itself, it was thought to be important that the children were able to listen to the same limited/reduced speech examples. However, both the moderator and the assistant moderator found that listening to 12 speech examples was too demanding for the children. Ten speech samples were sufficient to elicit rich descriptions of speech typical of children with a cleft palate. Consequently, focus group B and C were presented with 10 samples.
Focus groups proved to be an appropriate methodology to gather information about children's perceptions of speech typical of children born with CLP. An open atmosphere characterized the groups, and the children appeared to feel comfortable and free to express their thoughts and associations.
It seemed to be a good age to investigate attitudes; the 10year-olds were open but not overly critical and pubertal.
Most children were old enough to have words to express what they heard using a nuanced vocabulary. Focus group interviews contain a risk of peer pressure in that several children are present and influence each other, and shy children may feel pressurized into expressing an opinion. The moderator (first author) was aware of this risk and tried to make sure every child was given the chance to speak but without demanding that each child make a statement on every audio clip. She was also careful to stress repeatedly that no answers were right or wrong, that all opinions mattered, and that the goal for the discussions was not to reach consensus.
There is a lack of research investigating the experiences of individuals who communicate with children with speech impairments (McCormack et al., 2010) . The important question is do we address speech difficulties essential to the affected child from the child's own point of view as well as considering their environment, that is, the listener.
The descriptions of speech impairment from peers indicated that minor signs of VPI may not need to be addressed-especially as the surgical results in these cases are often difficult to predict. Since minor articulation errors were noted and the risk of misunderstanding was described, it may be important to explore intelligibility carefully with the child and family and to treat articulation disorders or investigate the need for strategies to deal with reduced intelligibility or teasing/bullying. SLPs working in the field may need to consider expanding their role and achieve a more holistic view of communication that also involves the environment of the afflicted person.
Limitations of the Study
The present study only investigated speech presented from audio clips consisting of counting and sentence repetition. These are not representative of a child's natural communicative environment where the intelligibility of spontaneous speech is probably of more importance for participation. This was done to avoid influence of content in what was talked about and to keep the focus on the speech production. Appearance, behavior, and social competence probably also matter, perhaps more than the children's speech, when it comes to establishing friendships. The influence of these factors was not considered in the present study.
The children described some of the speech on the audio clips as ''silly speech''; they laughed at the words in the sentences, and this took some of their attention and might have affected their actual reactions. Although the moderator presented the sentences before the task commenced, the reactions were sometimes intense. Listening to a series of audio clips with impaired speech might result in an accumulated effect. The description given of a specific speech sample might not necessarily reflect the actual audio clip listened to, as the peers were having thoughts about what could be wrong with the children they listened to as a group. However, some children were categorized as completely normal, indicating that, as a whole, the comments for each child were relevant to that particular speech sample.
CONCLUSIONS
Descriptions from peers implied that more pronounced signs of VPI were perceived, but that they were referred to in terms relevant to 10-year-olds. The children characterized moderate to severe hypernasality as sounding sad and depressed. Articulatory difficulties, even the minor ones, were noted, and the terminology was similar to that used in the professional speech assessments. Peers also reflected on the risk of teasing and bullying and on how children with impaired speech might experience their situation.
To summarize, SLPs and peers did not agree on minor signs of VPI, but they were unanimous in their analysis of normal and more severely impaired speech, indicating that the speech assessments made by SLPs are relevant and in agreement with the clinical framework of reference.
To validate the findings in this study, future research will investigate whether the descriptions are representative in a larger group of children.
